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Abstract The objective of this study is to evaluate
the life course effects of racism on depressive symptoms in young Black women and to identify particularly sensitive periods. Guided by life-course theory
and using logistic regression, we analyzed baseline
data on racism frequency and stress from racism at
two time periods (before age 20 and during the 20s)
and follow-up data (at approximate 20-month intervals) on depressive symptoms (using a modified
11-item Center for Epidemiologic Studies Depression Scale, CES-D) among 1612 Black women participants aged 23–34 years living in Detroit, MI. Of
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the 1612 women, 65% reported experiencing some
racism at baseline, and 36.5% had high depressive
symptoms at follow-up. Those who experienced high
frequency of racism before age 20 had an increased
risk for high depressive symptoms (RR = 1.26, 95%
CI:  1.07, 1.46) compared to participants in the low
racism frequency group. We observed similar associations for high vs. low stress from racism (RR = 1.30,
95% CI : 1.06, 1.54) and high vs. low combination
of racism frequency and stress (RR = 1.38, 95% CI:
1.13, 1.64). These findings did not hold or were
weaker when assessing racism during the 20s. Among
women who experienced high racism across the two
time periods, the risk of high depressive symptoms
was higher than those who experienced low racism
during both periods (RR = 1.49, 95% CI:  1.14, 1.86).
The slightly stronger associations between racism and
depressive symptoms in childhood and adolescence
than in young adulthood suggest that early life might
be a sensitive period for experiencing racism.
Keywords Depression · Racism · Discrimination ·
Social support · Mental health · Life course
Introduction
In 2017, approximately 17.3 million adults in the
USA had at least one major depressive episode, with
adult women having a higher prevalence (8.7%) compared with men (5.3%) [1]. Depression and depressive
Vol.:(0123456789)
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symptoms can diminish psychological well-being,
physical health, and quality of life [2, 3]. Depression
among Black people is often underreported, underdiagnosed, and undertreated [4]. Studies have shown
that racism is an important contributing factor to poor
mental health outcomes among Black adolescents,
pregnant women, and older women [5–9].
“Racism is a system of structuring opportunity and
assigning value based on phenotype (i.e., race) that
unfairly disadvantages some individuals and communities, unfairly advantages other individuals and
communities, and undermines the realization of the
full potential of the whole society through a waste
of human resources”(10, page 4). Racism operates
at three levels—institutionalized racism, personally
mediated racism, and internalized racism—to create
the racial climate [11]. Despite more than two decades of accumulating discourse and research on racism as a social determinant of health or a fundamental cause of health and health disparities by scientists
and practitioners in the field of public health, [12, 13]
progress towards elucidating the mechanisms of its
impact on health and well-being has fallen short as
well as the political and societal will to bring forth
overdue change [14–17].
Recent events in the USA have highlighted the
persistence and pervasiveness of racism, especially
institutionalized racism which is defined as the
“structures, policies, practices, and norms resulting in
differential access to the goods, services, and opportunities of society by race,” whereby race is a social
construct that shapes the daily realities of Black communities as well as other communities of color (10,
p. 4). Heightened attention from media outlets reporting daily news on the SARS-CoV-2 pandemic created opportunity for people worldwide to glimpse the
lived and intergenerational realities of Black Americans. First, the disproportionate number of deaths
due to COVID-19 on Black and Brown communities
aimed a spotlight on the persisting health disparities,
and more importantly, highlighted unequal access to
health, social, and human services [18]. Additionally,
the murder of George Floyd served as another wakeup call that racism in America remains a salient and
engrained system despite centuries of civil movements for change. Eliminating institutionalized racism
is essential for individuals to achieve their maximum
health and well-being, but research has also shown
the deleterious effects of racism at the interpersonal

13

level on the mental health status of Black people [5,
19–23]. Furthermore, interpersonal/perceived racism
defined as unfair treatment experienced by members
of marginalized racial and ethnic groups has been
identified as a chronic stressor that can have a negative effect on mental and physical health[21, 24].
Racism may function differently from other social
stressors, as it may cause traumatic stress responses
from its unpredictable, painful, and continual nature
[21, 25–27].
The biological effects of racism may vary from
adolescence to adulthood [24, 26]. Specifically, adolescents and young adults who perceive racism are at
greater risk of adverse mental health outcomes than
older adults.[24] A 2009 meta-analysis of 110 articles found that racial discrimination increases stress
responses and negatively affects mental health.[21]
Additional studies have also reported that social support, religious community, and financial security
lessen the impact of the stress of discrimination on
mental health, [21, 28–30] while other studies did not
find this modifying effect [5, 21, 31].
Several studies have found an association between
perceived racism and depression/depressive symptoms, [5, 19–23] but the inconsistency of results
regarding modifiers and the lack of stress assessment over the life course in majority of racism studies
highlight remaining knowledge gaps in the field. The
bulk of the discrimination research has been crosssectional [5, 20, 21, 25]. There is growing interest in
life-course theory and the various models (e.g., critical period, transitions, accumulation) to understand
mental health disparities [19, 32–34]. One study used
life-course theory to examine the frequency of discrimination events and depressive symptoms among
296 Black men in Nashville, TN, across the adult
life course [19]. They found the frequency of everyday discrimination events (e.g., interpersonal insults
and hassles due to racism), but not the frequency of
major discrimination events (e.g., discrimination in
the housing market, labor market, criminal justice
system), was associated with depressive symptoms.
Most recently, a study examining trajectories or
the transitions in experiences of racial discrimination from emerging adulthood (i.e., 18–25 years) to
adulthood found that Black people in the moderatedeclining trajectory had higher levels of depressive
symptoms and other indicators of poor psychological well-being than the low-stable racism trajectory
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[35]. Additionally, a longitudinal study of 343 women
in Detroit found that an increase in self-reported
discrimination frequency over time was associated
with an increase in depressive symptoms over time
[23]. Neither study included an assessment of stress
appraisal, which is the degree to which the experience of discrimination gets evaluated as stressful by
the respondent. Because an individual’s appraisal of
situations influences the related stress response, participants’ subjective stress levels from racism may be
related to their mental health [36, 37].
The goals of the current analyses are to understand
the influence of racism at critical developmental periods of childhood to adolescence (before age 20) and
early adulthood (during the twenties) on later depressive symptoms among young Black women aged
23–35 years. More specifically, our goals are to: (1)
describe racism with respect to reported frequency
of the exposure, the degree of stress it caused, and
examine the effect of these two factors individually
and in combination for each time period; (2) investigate life-course patterns of racist exposures over time
to assess their influences on depressive symptoms;
and (3) assess the potential for modifying (buffering) effects of a supportive environment in childhood
and social support during adult life on the association
between life-course racism and depressive symptoms.
Methods
We used data from the Study of Environment, Lifestyle, and Fibroids (SELF) which enrolled 1693 volunteer women aged 23–35 years between 2010 and
2012 who self-identified as at least part Black or
African American with an intact uterus and resided
in the Detroit, MI, area. Participants completed three
follow-up data collection points after baseline over
5 years at approximate 20-month intervals. Details
about the eligibility criteria, recruitment process, and
the data collected for this study have been described
elsewhere [38]. SELF was established as a prospective study among Black women to examine fibroid
development and associated environmental and lifestyle factors; this current investigation includes participants enrolled in the study who answered questions on depressive symptoms and experiences with
racism, regardless of their uterine fibroid status.

Assessment of Racism
At study baseline, participants answered questions
about their experience(s) of racism during two time
periods: before the age of 20 (BF20) and during
their twenties (DUR20s) using the Past Experiences
of Racism subscale of the Telephone-administered
Perceived Racism Scale (TPRS) [39]. For each time
period (“BF20” and “DUR20s”), the frequency of
each respondent’s experience was assessed with the
question, “How often did you experience racism?”
with the response options of never, rarely, some of
the time, and most of the time. Frequency of racism
was categorized as never, low, and high, where high
reflects the combined levels of “some of the time”
and “most of the time,” due to small numbers. Participants who reported a frequency of racism other
than “never” were then asked, “How stressful would
you describe those experiences?” The stress of racism
was then categorized as follows: no stress (not stressful), low stress (mildly stressful, the referent group),
and high stress (moderately stressful and severely
stressful were combined due to small numbers). We
assessed associations with depressive symptoms for
frequency of racism and stress of racism separately
at each time period.
Furthermore, we created a “Frequency and
Stress” racism variable based on the cross-tabulation
of the frequency of and the stress of racism variables to create categories reflecting levels of effect
in the intensity of the two factors: (1) Never — “no
experience of racism”; (2) Low — “rarely experienced racism and reported not stressful”; (3) Moderate — “rarely experienced racism and reported at
least mildly stressful” or “experienced racism some
or most of the time and reported not stressful”; and
(4) High — “experienced racism some or most of
the time and reported at least mildly stressful.” “Low
Frequency and Stress” was the reference category in
all models because of the large size of this group and
because individuals who report “Never” may be a
unique group regarding to their view and lived experiences with regard to racism in comparison to those
who report at least some degree of exposure.
Two life-course models — critical period and transitions in experiences of racism across time — were
used to evaluate the effects of racism on depressive
symptoms. To identify any potential critical period,
the effects of frequency of racism, stress of racism,

13

Quist et al.
Table 1  Creation of the “transitions in experiences of racism” variable from the “frequency and stress” variables for before age 20
(BF20) and during the 20s (DUR20s), as reported by participants
Before 20s (BF20)

During the 20s (DUR20)
“Frequency and Stress”

“Frequency and Stress”

Never

Low

Moderate

High

Never
Low
Moderate
High

Stable never
Decreasing to never
Decreasing to never
Decreasing to never

Increasing from never
Stable low (referent)
Decreasing
Decreasing

Increasing from never
Increasing
Stable moderate
Decreasing

Increasing from never
Increasing
Increasing
Stable high

and the combined effect of the frequency and stress
related to racism on depressive symptoms at each
time period (BF20 and DUR20s) were assessed.
Transitions in experiences of racism were assessed
with the “Frequency and Stress” racism variables
from both time periods (Table 1). All possible combinations of the “Frequency and Stress” racism
variable for the two time periods were considered.
Some combinations were combined due to limited
sample size. The derived transition categories are
as follows: (1) Stable Low (referent) — low at both
time points; (2) Decreasing — experienced a lower
level of the “Frequency and Stress” racism variable
DUR20s than BF20 (high to moderate or moderate to
low); (3) Increasing — experienced a higher level of
“Frequency and Stress” DUR20s than BF20 (moderate to high or low to moderate); (4) Stable Moderate
— experienced moderate “Frequency and Stress” in
both time periods; (5) Stable High — experienced
high “Frequency and Stress” in both time periods; (6)
Stable Never — reported never experiencing racism
at both time periods; (7) Increasing from Never —
never experienced racism BF20 and experienced any
level of the “Frequency and Stress” variable DUR20s;
(8) Decreasing to Never — experienced any level of
“Frequency and Stress” variable BF20 but then did
not experience the “Frequency and Stress” DUR20s.
Assessment of Depressive Symptoms
The 11-item, short-form Iowa version of the Center
for Epidemiologic Studies-Depression Scale (CESD) developed for the purpose of identifying individuals at high risk for depression was modified for this
study [40]. The CES-D items assessed the frequency
of the following during the last week: did not feel like
eating, felt depressed, felt lonely, felt sad, felt people
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disliked them, could not get going, felt that everything
was an effort, had restless sleep, was happy, enjoyed
life, and felt people were unfriendly to them. Participants answered these questions on a Likert scale:
always (4), often (3), sometimes (2), hardly ever (1),
never (0), and positive questions (e.g., feeling happy,
enjoying life) were reverse coded. Using previously
published guidelines for the 11-item scale, the items
were summed and a cut-point of at least 9 was used
to denote high depressive symptoms [41–43]. Majority of participants (82%) completed the CES-D scale
during the first follow-up with the remaining providing data at follow-up 2 (6%) and follow-up 3 (2%).
Of the 1693 participants, 79 were excluded because
they did complete a follow-up visit, and 2 returned
for a follow-up visits but did not complete the CES-D
questions, leaving data from 1612 participants for
analyses.
Covariates and Effect Modification Variables
Based on the literature, covariates used for adjustments were determined using a minimally sufficient
set of covariates identified with a directed acyclic
graph (DAG) and included those that were more
strongly associated with the exposure and outcome
than covariates in other minimally sufficient sets. In
assessing the association between racism BF20 and
CES-D, the adjustment set was family income while
growing up (poor, low income, middle income, and
well off). For the association between racism DUR20s
and CES-D, current annual household income
(< $20,000, $20,000–50,000, > $50,000), employment
status (employed, unemployed), and racism before
age 20 were included in the model. Information on
annual household income and employment status was
collected at each study visit, and we utilized the data
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reported during the follow-up visit when CES-D was
assessed.
Childhood supportive environment and adult social
support were evaluated as potential modifiers of the
association between racism and depressive symptoms. Two questions (i.e., family believed in them
and family made them feel special) with a response
scale ranging from none of the time (0) to all of the
time (5) (range: 0 to 10; median: 10) were summed
to create the childhood supportive environment. High
childhood supportive environment was categorized
using the upper 75th percentile (> 8) since the variable was highly left skewed, and low childhood supportive environment was categorized as the lower
three quartiles (≤ 8). Two questions with response
options ranging from none of the time (0) to all of the
time (5) were summed to assess adult social support:
(1) Do you have someone who you can count on for
emotional support?, and (2) Do you have someone
you can count on for help? Using the median as the
cut-point, adult social support was defined as high
(> 8) and low (≤ 8).
Statistical Analysis
Statistical analyses were performed in R (Version
3.6.3; www.r-project.org). Numerical variables were
summarized with mean and standard deviation (SD)
and frequencies and percentages were calculated for
categorical variables. The associations between each
measure of racism and high depressive symptoms
(CES-D scores 9 or higher) were assessed using
logistic regression models to calculate crude and
adjusted odds ratios that were then converted to crude
and adjusted risk ratios with 95% confidence intervals
using the sjstats package in R. To assess the potential modifying effects of childhood supportive environment and adult social support on the association
between the “Frequency and Stress” racism variable
and depressive symptoms, we performed likelihood
ratio tests (LRT) of nested models with interaction
terms to obtain p-values for assessing statistical significance, and we also conducted stratified analyses.
Results
The mean baseline age for the 1612 participants
was 29 years (SD = 3.4) and 36.5% had high CES-D

during follow-up (Table 2). About a third of study
participants had a bachelor’s degree or higher, with
almost 15% reporting a high school education or
less. Only 17% of participants had an annual household income of more than $50,000, with 45% reporting annual incomes less than $20,000. Forty percent
of the participants reported being raised in a poor or
low-income home as a child. Forty-five percent of the
participants had never been married or lived as married, while 38% reported being married or living as
married. Most participants (71%) were non-smokers
and 19% were heavy drinkers (i.e., they drank six or
more drinks on days when they drank or drank four
or more drinks per sitting at least two to three times
a month). Fifty-eight percent of the participants
reported receiving high social support as an adult,
and 81% of participants reported being raised in a
supportive environment.
In both time periods, about 22% of the participants
reported experiencing racism some of the time. The
percentage of participants who reported never experiencing racism was similar before age 20 (BF20)
(35%) and in the 20s (DUR20s) (32%) (Fig. 1).
Among those who reported experiences of racism,
about half reported mild stress in each of the two time
periods, and the percentage reporting severe stress
was small — both BF20 (3.9%) and DUR20s (2.5%).
Considering the “Frequency and Stress” of racism,
the percentages of participants classified in the low
(20%) and high (18%) racism groups were similar
across both time periods with the highest percentage
among those in the moderate racism group (26% of
women BF20 and 28% DUR20s).
Before age 20, participants who experienced high
frequency racism had an increased risk for high
depressive symptoms (CES-D scale score of 9 or
higher) (adjusted RR = 1.26, 95% CI: 1.07, 1.46)
compared to participants in the low racism frequency
group (Table 3). Furthermore, those classified as
high stress from racism BF20 had an increased risk
of high CES-D than those with low stress (adjusted
RR = 1.30, 95% CI: 1.06, 1.54). During the 20s, there
was little evidence of an association for the frequency
of racism (adjusted RR = 1.06, 95% CI = 0.86, 1.27)
and the stress due to racism (adjusted RR = 1.05,
95% CI: 0.81, 1.30) with CES-D. For participants
experiencing high “Frequency and Stress” of racism
BF20 (i.e., experienced racism some or most of the
time and reported at least mildly stressful), the risk of
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Table 2  Characteristics
of young Black women
aged 23–34 years. Study of
Environment, Lifestyle, and
Fibroids (SELF), 2010–
2012, N = 1612

Characteristics

N (%) or mean (DS)

High depressive symptoms (CES-D score ≥ 9)
Mean CES-D score
Mean age
Highest education
High school/GED or less
Some college/associate’s degree/technical training
Bachelor’s/master’s degree/doctorate or professional degree
Current household income
< $20 K
$20–$50 K
> $50 K
Income while growing up
Poor
Low income
Middle income
Well off
Marital status
Never married or lived as married
Previously married or lived as married
Currently married or living as married
Smoking status
Never
Former
Current
Current alcohol intake
Light
Moderate
Heavy
Social support as adult
High
Low
Childhood supportive environment
High
Low

589 (36.5)
7.4 (5.0)
29.2 (3.4)

high CES-D was higher compared to those with low
“Frequency and Stress” racism (adjusted RR = 1.38,
95% CI: 1.13, 1.64). A positive but somewhat weaker
association was also found for high “Frequency and
Stress” racism compared with low “Frequency and
Stress” racism DUR20s (adjusted RR: 1.21, 95% CI:
0.93, 1.51).
There was no evidence for effect modification by
adult social support (p-value = 0.4) (Table 3). However, there was suggestive evidence of effect modification by childhood supportive environment on the

13

233 (14.5)
827 (51.3)
552 (34.2)
722 (45.1)
606 (37.9)
272 (17.0)
75 (4.7)
571 (35.4)
846 (52.5)
119 (7.4)
725 (45.0)
271 (16.8)
616 (38.2)
1138 (70.6)
114 (7.1)
360 (22.3)
471 (29.2)
829 (51.4)
312 (19.4)
937 (58.1)
675 (41.9)
1298 (80.6)
314 (19.5)

association between the “Frequency and Stress” of
racism and high CES-D (p-value = 0.06) (Table 3).
Among high childhood support, both no experience
and high experience of racism BF20 were associated
with increased risk of depressive symptoms. A weak
dose response in the risk of depressive symptoms
across the exposure categories (no experience of racism to high experience of racism) was observed in the
low childhood support group.
When examining transitions in experiences of racism from childhood to young adulthood, “stable high”
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Fig. 1  Distribution of the frequency and stress of racism and their combined effect before age 20 and during the 20s among young
Black women aged 23–34 year. Study of Environment, Lifestyle, and Fibroids (SELF), 2010–2012

had an increased risk for high depressive symptoms
compared to “stable low” (reference group) (adjusted
RR = 1.49, 95% CI = 1.14, 1.86). This was the strongest association among all the transitional patterns
(Table 4). The other pattern that was strongly associated with depressive symptoms was “decreasing”
(adjusted RR = 1.44, 95% CI = 1.08, 1.83).
Discussion
In this prospective cohort study of young Black
women in the Detroit, MI, area, exposure to racism was associated with subsequently reported
high depressive symptoms. The strongest associations were for experiences of racism before the age
of 20 (BF20). Both increased frequency of racism
and higher reported associated stress were important aspects of the positive association with future
depressive symptoms. This is consistent with conclusions of previous studies that suggest that the
intensity of exposure to racism increases the risk

of depression [44–46]. Our findings suggest that
racism in childhood and adolescence may be even
more harmful to mental health than racism in young
adulthood. Our results support findings of other
prospective studies that reported an association
between racism during adolescence and depressive
symptoms [47, 48]. One longitudinal study of Black
adolescents found experiences of racism to predict depressive symptoms the following year, with
a stronger association among girls in early adolescence than among boys [47]. Several studies have
found elevated depressive symptoms among Black
Indigenous People of Color (BIPOC) youth in the
USA compared with White youth [49, 50]. Research
suggests that perception and understanding of racist experiences increase during early adolescence
among Black youth, along with an increase in
depression rates [47]. While children can perceive
some discrimination acts by age 6, the development
of cognitive abilities and social awareness that enable more comprehension and perception of discrimination occurs during adolescence [47, 51].

13

Quist et al.
Table 3  Associations between the frequency and stress of racism and their combined effect across the life course and the risk of
high depressive symptoms and the modifying role of received support during childhood and adulthood. Study of Environment, Lifestyle, and Fibroids (SELF) 2010–2012, n = 1612
Model

Racism before the age of 20
Racism during the 20s
Crude RR (95% CI)
Adjusted RR (95%CI)1 Crude RR (95% CI)

Frequency of racism
High
1.27 (1.09, 1.47)
1.26 (1.07, 1.46)
Low (referent)
1.00
1.00
Never
1.08 (0.92, 1.24)
1.08 (0.93, 1.25)
Stress of racism
High stress
1.33 (1.09, 1.56)
1.30 (1.06, 1.54)
Low stress (referent) 1.00
1.00
No stress
0.90 (0.73, 1.08)
0.89 (0.73, 1.07)
Frequency and stress of racism
High
1.39 (1.14, 1.65)
1.38 (1.13, 1.64)
Moderate
1.13 (0.92, 1.36)
1.13 (0.91, 1.36)
Low (referent)
1.00
1.00
Never
1.15 (0.95, 1.37)
1.15 (0.95, 1.37)
Frequency and stress of racism by social support
Childhood supportive environment RR (95% CI)3
High
Low
High
1.37 (1.08, 1.69)
1.29 (0.91, 1.61)
Moderate
1.04 (0.80, 1.32)
1.22 (0.87, 1.54)
Low (referent)
1.00
1.00
Never
1.21 (0.97, 1.49)
0.89 (0.59, 1.23)
1
2

Adjusted RR (95%CI)2

1.16 (0.98, 1.34)
1.00
1.05 (0.90, 1.21)

1.06 (0.86, 1.27)
1.00
0.95 (0.78, 1.15)

1.18 (0.96, 1.41)
1.00
0.83 (0.68, 1.00)

1.05 (0.81, 1.30)
1.00
0.84 (0.67, 1.03)

1.33 (1.09, 1.58)
1.16 (0.95, 1.39)
1.00
1.16 (0.95, 1.38)

1.21 (0.93, 1.51)
1.33 (1.09, 1.58)
1.00
1.03 (0.81, 1.29)

Adult support RR (95% CI)4
High
1.20 (0.76, 1.78)
1.31 (0.91, 1.81)
1.00
1.10 (0.74, 1.58)

Low
1.15 (0.86, 1.42)
0.96 (0.71, 1.21)
1.00
1.00 (0.75, 1.26)

Adjusted for childhood income

Adjusted for current household income, employment status, and racism before age 20 (included racism variable corresponding to
the racism during 20s variable, e.g., frequency before age 20 and during the 20s)

3
Test of homogeneity for interaction between racism before the 20s and childhood supportive environment: Likelihood ratio test
(LRT) = 7.28 (p-value = 0.06)
4

Test of homogeneity for interaction between racism during the 20s and adult support: LRT = 2.73 (p-value = 0.4)

Table 4  Risk ratios and 95% confidence intervals (95% CI) for
the associations of child to adult transitions in the experience
of racism with the risk of high depressive symptoms. Study of
Environment, Lifestyle, and Fibroids, 2010–2012, N = 1612
Child to adult transitions in N
experiences of racism

Adjusted risk ratios1
(95% confidence interval)

Stable high
Stable moderate
Stable never
Increasing from never
Decreasing to never
Increasing
Decreasing
Stable low

1.49 (1.14, 1.86)
1.15 (0.85, 1.49)
1.08 (0.82, 1.39)
1.30 (0.95, 1.69)
1.27 (0.90, 1.69)
1.23 (0.89, 1.61)
1.44 (1.08, 1.83)
1.00 (ref)

190
240
407
156
116
158
164
181

1
Models were adjusted for current income and employment
status
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The transition of childhood-adolescence to young
adulthood is challenging for many individuals, especially Black youth, because they may no longer have
the family protections that might have shielded them
from racism. Surprisingly, young BIPOC adults
whose families prepared them for bias and discrimination have been found to have more depressive
symptoms than young adults whose parents did not
openly discuss race or racism, perhaps a protective
parental act [52–54]. In a study of Black women in
Detroit, MI, the authors reported an association
between a change in the frequency of discrimination
over time and the change in depressive symptoms
over time [23]. In our study, of the various transitional
patterns of the “Frequency and Stress” racism variable, the strongest associations with high depressive
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symptoms were among those who reported stable
high racism (i.e., high overall racism at both time
points) or decreasing racism compared with stable
low racism, suggesting that the most important exposure was racism BF20.
Our findings of the benefit of psychosocial
resources on mental health were inconsistent with
some of the studies included in a 2009 meta-analysis and another study that found social support to
buffer the association between discrimination and
mental health in adults by improving coping mechanisms [21, 30]. Hence, we found no evidence for
effect measure modification by adult social support.
However, there was a suggestion of effect modification by childhood supportive environment (p-value
for interaction = 0.06), but both groups reported
increased depressive symptoms if they had high
experiences of racism BF20 and the effect was
slightly stronger among participants who had experienced high childhood support. The lack of clear
benefit from the psychosocial resources evaluated
may reflect their insufficiency in ameliorating the
reality and anguish of racism. Measurement may
be another reason for the lack of buffering because
each psychosocial resource variable was assessed
with only two items. Furthermore, social support
takes on many forms — emotional, instrumental,
informational, and appraisal, but we only assessed
an aspect of emotional and tangible supports. With
80% of the participants reporting growing up in a
supportive childhood environment, the opportunity
for us to detect a strong buffering effect was limited.
A strength of this study was its depth in assessing perceived racism that went beyond an ever and
never exposure dichotomy. We assessed the frequency, stress, and the combined effect of the two
in two life stages as well as examined the transitions
of the experience(s) across time periods. Not only
did the results show a stronger association across all
measures for the before 20s life stage, but we also
found that the effect in each life stage was stronger
when we assessed the combined effect of frequency
and stress. This suggests that the frequency of racist
events alone may not be sensitive enough to capture
the harm of racism, and a combination of frequency
and related stress may be more appropriate for
assessing the effects of racism on health outcomes.
Another strength of the study was its prospective
study design whereby the exposure was obtained

prior to the assessment of depressive symptoms.
Yet, CES-D was assessed at one time, change in
symptoms could not be evaluated. Additionally, we
used a modified version of the 11-item CES-D Iowa
version that has been validated in the Black population [43]. Despite the CES-D inability to diagnose
clinical depression, the scale is practical and has
been used in large epidemiologic studies to assess
those who are highest risk for depression whereby
the administration of a more structured clinical
interview is not feasible [55]. Another limitation is
that the scale asks about recent depressive symptoms which may be acute due to some life event
rather than symptomatic of depression as a mental
health condition.
Our data on exposure to racism also have limitations. Data on experiences of racism, BF20 and
DUR20s, was collected at baseline using a single
question to assess frequency of racism in general
and to assess stress resulting from racism. Therefore, there is potential for recall bias. Furthermore, the single-item questions did not permit us
to consider domains in which the racism occurred
(e.g., school, work, medical care). Such data would
enhance the findings by providing information more
relevant for developing structural interventions
needed to eradicate racism in institutions [56–58].
Our assessment of just the participants’ overall and
salient experiences of racism may lead to overreporting or underreporting.
It is also important to point out that the data on
racism and depressive symptoms for this study was
collected at a time unlike today when overt acts of
racism have galvanized the attention of all Americans. Thus, it is reasonable to speculate that if
SELF had been conducted in 2020 instead of being
initiated between 2010 and 2012, the reporting of
frequency and stress of racism as well as scores on
the CES-D scale would likely be higher because of
recent overt racist incidents in public view. Additionally, as Detroit, MI, is one of the most segregated cities in the USA and is majority Black, [59]
the report of high frequency of racism here may be
lower than that experienced by Black Americans in
other cities due to limited opportunities to confront
blatant White-on-Black racism in Detroit. Instead,
participants in this study and other Black residents
in Detroit may experience more structural racism
than interpersonal racism (participants may have
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only accounted for interpersonal racism experiences
when answering the questions). Detroit residents
also face various challenges from the city’s eroding economy, high poverty rates, and low education
attainment scores [60, 61]. The health of women
living in Detroit cannot be separated from the erosion of their physical, emotional, social, economic,
and political environments; however, this study
assessed individual-level experiences of racism
instead of the effects of structural racism. Although
the social, economic, and demographic factors in
Detroit may be unique, the importance of early-life
racism seen in this single geographic area may be
broadly generalizable to young Black women in
other geographical settings, an age group in which
racism has not been well studied.
In summary, the high prevalence of racism and
its association with symptoms of depression adds to
previously published research [5, 19–23]. Results
were stronger for experiences of racism before age
20 than during the 20s. More research grounded in
life-course theory is needed to elucidate the effects
of early life exposure to racism if the persistent
disparities in physical and mental health are to be
eliminated. However, the literature to date furthers
the call for interventions to redress racism at all levels in the USA.
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